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PLANS 


MEDICARE SIGNATURE AUTHORIZATION 


MEDICARE PROVIDER: Please complete numbered spaces to include provider number. Period 


indicated cannot exceed the current year unless signed in the last quarter of a calendar ` 


year, in which case cannot exceed the close of the following calendar year. 


24 A 15 16, A ra i 28 BI IS- Ri 4040 AP 


(Last Name) (First Name) (MET) (Health Insurance Claim Number) 
I request that payment under the medical insurance program be made either 


42 
to me or to ` E ` > 
(Physician or Supplier Name) (Number ) 


on any bills for services furnished me by this Physician or Supplier during 


E 54 55 60 
the period 16 0, A to 17, FA 
(month day yr) (month day yr) 


61 
—— OSAJ FF 
ficiary Signature) (month day year) 
(Date Signed) 


66 


Distribution: Original: Attach to Medicare Claim Form 
Copy: Retained by provider 


Form No. MB 405 (5-77) 
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MEDICARE SIGNATURE AUTHORIZATION 


MEDICARE PROVIDER: Please complete numbered spaces to include provider number. Period 
indicated cannot exceed the current year unless signed in the last quarter of a calendar 
year, in which case cannot exceed the close of the following calendar year. 


2 15 16 26 M 28 2 40 


(Last Name) (First Name) (M.I.) (Health Insurance Claim Number) 


I request that payment under the medical insurance program be made either 


42 45 
to me or to , Lee 
(Physician or Supplier Name) (Number ) 


on any bills for services furnished me by this Physician or Supplier during 


49 54 55 60 
the. period (2,714.4 Ad) to 
(month day yr) (month day yr) 
61 66 
[Aaa AY a ae 
(Beneficiary Signature) (month day year) 


(Date Signed) 


Distribution: Original: Attach to Medicare Claim Form 
Copy: Retained by provider 


Form No. MB 405 (5-77) 
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posi REQUEST FOR MEDICARE PAYMENT , sup gees 
MEDICAL" INSURANCE BENEFITS—SOCIAL SECURITY ACT (See Instructions on Back—Type or Print Information) 


NOTICE—Anyone who misrepresents or falsifies essential information requested by this form may upon conviction be subject to fine and imprisonment under Federal Law. 
PART I—PATIENT TO FILL IN ITEMS 1 THROUGH 6 ONLY 


‘When completed, send this form to: 
į Blue Shield of Utah Wesley BUDD i 


ti P.O.Box270 * : 
2 Health insurance claim number f 
(Include all letters) fy Male O Female 


t 2455 Parley's Way - 


(See example 


j Salt Lake City, Utah 84110 catback) ALA0 ADA 
Patient's mailing address City, State, ZIP code | Telephone Number! 
124 East 4th South Heber City, Utah = 
Describe the illness or injury for which you received treatment (Always fill in this item if your doctor Was your illness or 


does not complete Part II below) 1: first and second degree sunburn, legs | injury connected wit 
K our employment? 
+i 2: croup, URI E eer VER N 


H: you have other health insurance or if your State medical assistance agency will pay part of your medical expenses and you want 


information about this claim released to the insurance company or State agency upon its request, give the following information. 
f Insuring organization or State agency name and address Policy or Medical Assistance Number 


| authorize any holder of medical or other information about me to release to the Social Security Administration or its intermediari 
or carriers any information needed for this or a related Medicare claim. | permit a copy of this authorization to be used in place'of 
L the original, and request payment of medical insurance benefits either to myself or to the party who accepts assignment below. 


{ Signature of patient (See instructions on reverse where patientis unable to sign) Date signed 


heb greta. pr gate. Lhieger cL ARIEI kod 2-15-7 


c. 


Date of Place of Code surgical or medical procedures and Nature of illness or Charges (If re- Leaye 
each service a other services or supplies furnished injury requiring services lated to unusual BI k 
service (*See Codes for each date given or supplies circumstances 


explain in 7C) 


T Code 


ist & 2nd degree 
sunburn $ 15.00 


90060 


90050 Croup, URI 10.00 


| 8 Name and address of physician or supplier (Number and street, city, | Telephone No. 9 Total 
State, ZIP code) charges $ 25.00 
25.00 5. 
10 Amount 
Physician or paid $ 25.00 
supplier code 11 Any unpaid 
E 2348 balance due, $ -O- 
*| 12 Assignment of patient's bill 13 Show name and address of facility where services 
> O l accept assignment (See reverse) [gdo not accept assignment. performed (If other than home or office visits) 


1 
i 


re 


IA 
14 Signature of physician or supptje HA Bigeral Q gj's services were | Date signed 
t personally rendered by himfr nderhtis 3 i pë Oy, 1-15-7 
> TA © E Aa -15-79 
1ro—Doctors Office H—Patient’s Home (IF portable X-ray services, identify the supplier) ECF—Extended Care Facility z 
e Nuatig Rone 


E E Department of Health, Education, and Welfare 
Form SSA-1490D(2) 18-72 Social Security Administration 


HOW TO FILL OUT YOUR MEDICARE FORM pës 
There are two ways that Medicare can help pay your doctor bills 


One way Is for Medicare to pay your dector—If you and your 
doctor agree, Medicare will pay him directly. This is the assign- 
ment method. You do not submit any claim; the doctor does. All 
you do Is fill out Part | of this form and leave it with your doctor. 
Under this method the doctor agrees to accept the charge deter- 
mination of the Medicare carrier as the full charge; you are re- 
sponsible for the deductible and coinsurance. Please read Your 
Medicare Handbook to help you understand about the deductible 
and coinsurance. (Because Medicare has special payment ar- 
rangements with group practice prepayment plans these plans 
handle all claims for covered services they, furnish to their 
members.) 


The other way is for Medicare to pay you.—Medicare can also pay 
you directly—before or after you have paid your doctor. if you 


submit the claim yourself, fill out Part $ and ask your doctor to 
fill out Part I. If you have an itemized bill from him, you may 
submit it rather than have him complete Fart li. (This form, with 
Part | completed by you, may be used to send in several itemized 
bills from different doctors and suppliers.) Bills should show who 
furnished the services, the patient’s name and number, dates of 
services, where the services were furnished, a description of the. 
services, and charges for each separate service. It is helpful if the 
diagnosis is also shown. Then mail itemized bills and this form to 
the address shown in the upper left-hand corner. If no address 
is shown there, use the address listed in Your Medicare Hand- 
book—or get advice from any social security office. 


SOME THINGS TO NOTE IN FILLING OUT PART I 
(our doctor will fill out Part II.) 


KE & By Cory the name and number and indicate 
your sex exactly as shown on your health 
insurance card. Include the letters at the 

end of the number. 


Enter your mailing address and telephone 
number, if any. 


Describe your illness or injury. 
Be sure to check one of the two boxes. 


If you have other health insurance or ex- 
pect a welfare agency to pay part of the 
expenses, complete item 5. 


Be sure to sign your name. If you cannot 
write your name, sign by mark (X), and 
have a witness sign his name and enter his 
address on this line. 


Hf the claim is filed for the patient by an- 
other person he should enter the patient’s 
name and write “By,” sign his own name 
and address in this space, show his rela- 
tionship to the patient, and why the patient 
cannot sign. (If the patient has died, the 
survivor should contact any social security 
office for information on what to do.) 
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IMPORTANT NOTES FOR PHYSICIANS AND SUPPLIERS 


Kem 12: In assigned cases the patient is responsible only for the 
deductible, coinsurance, and non-covered services. Coinsurance 
and the deductible are based upon the charge determination of 
the carrier If this Is less than the charge submitted. 

This form may also be used by a supplier, or by the patient to claim 
seilmbursement for charges by a supplier for services such as the 
use of an ambulance or medical appliances. 
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If the physician or supplier does not want Part li information 
released to the organization named in item 5, he should write ''No 
further release" in item 7C following the description of services. 


MEDICARE SIGNATURE AUTHORIZATION 


MEDICARE PROVIDER: Please complete numbered spaces to include provider number. Period 
indicated cannot exceed the current year unless signed in the last quarter of a calendar 
year, in which case cannot exceed the close of the following calendar year. 
15 16 26 27 28 29 P 
BAT ar Rae ee CA Ae Oe ie es 
(Last Name) (First Name) (M.I.) (Health Insurance Claim Number) 
I request that payment under the medical insurance program be made either 


42 45 
to me or to 


(Physician or Supplier Name) (Number ) 


on any bills for services furnished me by this Physician or Supplier during 


49 54 55 60 
the period LALA A AI eg to 
(month day yr) (month day yr) 
61 66 
[EE SE A rë Sa) 
(Beneficiary Signature) (month day year) 


(Date Signed) 


Distribution: Original: Attach to Medicare Claim Form 
Copy: Retained by provider 


Form No. MB 405 (5-77) 
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mer 
SS prere REQUEST FOR MEDICARE PAYMENT vee Form Approved 
MEDICAL INSURANCE BENEFITS—SOCIAL SECURITY ACT (See Instructions on Back — Type or Print Information) om8 No 066-R-0012 
No Part B Medicare benefits may be paid unless this form is received as required by existing law and regulations (20 CFR 422 510) 
NOTICE—Anyone who misrepresents or falsities essential Information requested by this form may upon conviction be subject to fine and Imprisonment under Federal Law. 


PART I—PATIENT TO FILL IN ITEMS 1 THROUGH 6 ONLY 
Copy from Name of patient (First name, Middle initial, Last name) 


Wesley BUDD 


When completed, send this form to: 
Blue Shield of Utah 
P.O. Box 30269 
2455 Parley’s Way 
Salt Lake City, Utah 84125 


Health insurance claim number 
(See example 


Sree eee be nr iar eee ne 
Patient spgmplate n ailing ad or including Apt. “84 ty VTËSË AR GJIE Telephone Number 


Describe the illness or injury for which you received treatment (Always fillin this item if your doctor does | Was your illness or 
not complete Part Il below) injury connected with 


Flu like s/s your employment? 


o Yes IEE No 


If any of your medical expenses will be or could be paid by another insurance organization or government agency, show below 
Name and address of organization or agency Policy or Identification Number 


Note: If you Do Not want information about this Medicare claim released to the above upon its request, check (X) the following block O 
| authorize any holder of medical or other information about me to release to the ocial Security Administration and Health Care 
Financing Administration or its intermediaries or carriers any information needed for this or a related Medicare claim. | permit a 
copy of this authorization to be used in place of the original, and request payment of medical insurance benefits either to myself 
or to the party who accepts assignment below. 


genetire of patient (See instructions on reverse where patient is unable to sign) Date signed 


Signature on file. Original attached. 5-16-80 


PART II—PHYSICIAN OR SUPPLIER TO FILL IN 7 THROUGH 14 


E 


B. b D. E. 
Place ot Fully describe surgical or medical procedures Charges (if re- 
service and other services or supplies furnished for Nature of illness or lated g unusual 
("See Codes| each date given (if lab service, indicate if injury requiring services circumstances 
service below) automated) or supplies explain in 7C) 


Procedure Code 


I 
Office Call i 90050 B | Eval Flu like S/S 10.00 


8 Name and address of physician or supplier (Number and street, city) Telephon E 9 Total 
State, ZIP code) Ene B39 charges $ 10.00 


Physician or 10 Amount 
: S 1-0 


RAYON supplier code paid 
11 Any unpaid 
É 2348 balënce due 5 0 +00 
12 Assignment of patient's bill 3 13 Name and address of person or facility vvhere services 
were furnished (Complete if outside your own office or 
> TI taccept assignment XE Kao not accept assignment. pe sidenca] 
(See reverse) 


14 Signature of physician or supplier (| certify that the statements under Physicians' Notes on the reverse Daja Serag 
apply to this bill and are made a part hereof.) a ae 


O—Doctor's Othice H—Patent's Home (Il portable X-ray services. identity the suppher) SNF —Skilled Nursing Facility OL —Other Locations al 


IL—Independert Laboratory IH—inpabent Hospital OH—Outpatient Hospital NH—Nursing Home a 


Form HCFA-1490 (2) (5-78) (Formerly SSA-1490 (2)) Department of Health Education and Wellare—Health Care Financing Administration 


